It has been suggested that internists and family practitioners have somewhat different "disease" perspectives, which may be generated by use of different explanatory models during medical training (pathophysiological vs. biopsychosocial, respectively). This article explores differences between internists and family practitioners in their suggested diagnoses, level of diagnostic certainty, test and prescription ordering, when encountering exactly the same "patient" with coronary heart disease (CHD). Internists were more certain of a CHD diagnosis than family practitioners and were more likely to act on this diagnosis. Family practitioners were more likely to diagnose (and were more certain of) a mental health condition. While many physicians simultaneously entertain several alternate diagnoses, diagnostic certainty has shown to have an important influence on subsequent clinical actions, such as stress testing and prescription of beta blockers. These results may inform future educational strategies designed to reduce diagnostic uncertainty in the face of life-threatening conditions, such as CHD.
Variations in the processes and quality of medical care in the United States have been extensively documented and are a major concern for health services researchers and policy experts (Institute of Medicine, 2003) . Research to date has ranged from describing area variations between national health care systems and geographic regions (McKinlay et al., 2006) , to differences between practice settings and organizational cultures, (Shackelton, Link, Marceau, & McKinlay, 2009) , to the often more subtle influence of patient attributes, (i.e., between race/ethnic groups and by gender, age, and socioeconomic status (SES; Arber et al., 2004; Institute of Medicine, 2003; McKinlay et al., 1997) . Some studies have focused on the influence of physician characteristics, such as gender, age/clinical experience, and medical specialty (Burns et al., 1997; McKinlay, Lin, Freund, & Moskowitz, 2002) . Differences between medical specialties in the diagnosis and management of illness conditions have been reported and are commonly attributed to differences in treatment philosophy, training, and personality type (Greenfield, Nelson, & Zubkoff, 1992) . That variations may also occur within a medical specialty, for example between general internists and family practitioners within primary care, has received little attention. What occurs at the level of primary care is important for several reasons: (a) it is the gateway to the health care system, crucially determining the course of many diseases, costs, and patient outcomes; (b) it is where the vast majority of illness in society is presented and cared for; (c) it may be the point of origin for the generation and amplification of many reported disease disparities (McKinlay et al., 2007; McKinlay, Potter, & Feldman 1996); it may also be the point of origin for ever-increasing costs of health care, given the suggestion that the most expensive piece of medical technology may be a physicians' pen (Gawande, 2009; Noren, Frazier, Althman, & DeLozier, 1980) . Differences in clinical practice between general internists and family practitioners may begin during medical residency. Internal medicine residency training is largely based in the inpatient setting (Holmboe et al., 2005; Weinberger, Smith, & Collier, 2006) . Internal medicine residents spend about 10% of their training time in ambulatory settings, whereas family practice residents spend about 30% in such settings (Cherkin, Rosenblatt, Hart, Schneeweiss, & LoGerfo, 1987) . Family practice training programs devote considerably more attention and time to psychosocial issues (Gaufberg et al., 2001) . Gaufberg et al. suggest that family practice and internal medicine have distinct perspectives, employing different explanatory models of "disease"-family practice is grounded in a biopsychosocial framework whereas internal medicine appears more pathophysiologically (biomedically and subspecialty) oriented (Gaufberg et al., 2001) .
Differences between internists and family practitioners have received little attention, despite their importance for understanding variations in diagnostic accuracy and certainty, costs, the quality of health care, and patient outcomes. Internists reportedly perform more detailed physical examinations and order more laboratory tests, which contribute to increasing health care costs, although it has been suggested that internists may also encounter sicker patients with more complicated medical problems (Conry, Pace, & Main, 1991; Kravitz et al., 1992) . Family practitioners appear to ask more questions concerning a patient's emotional status and life situation (Cherkin et al., 1987; Noren et al., 1980; Smith & McWhinney, 1975) .
This article examines differences between internists and family practitioners in their diagnosis and management of exactly the same "patient" presenting with the signs and symptoms strongly suggesting coronary heart disease (CHD). We attempt to avoid methodologic limitations of work to date on medical specialty differences related to differences in medical setting, types of patients, case mix, resources, and health care system (Kravitz et al., 1992) . While some differences in practice style and resource utilization between internists and family practitioners have been examined, possible differences in diagnostic preferences and processes of care between these two groups have received little attention.
We employ data from a random sample of community-based primary care physicians (PCPs) to addresses the following questions: First, are there any differences between internists and family practitioners in their suggested diagnoses and level of diagnostic certainty when encountering exactly the same "patient"? Second, are there any noteworthy differences in the processes of care between internists and family practitioners, particularly with regard to testing and prescriptions? These questions have important implications for reported disparities in disease rates, health care variations, the increasing costs of health care, and even patient outcomes.
New Contributions
Most research to date on differential PCP decision making has been plagued by confounding since internists may see sicker patients and are thought to encounter more complicated medical problems (Kravitz et al., 1992) . In our study, all PCPs saw a "patient" with exactly the same signs and symptoms, thereby completely eliminating confounding due to the severity of illness. There may also be differences by gender and age/clinical experience, which may affect the interpretation of any differences between internists and family practitioners. Our research design permitted us to control for any such differences. Furthermore, many prior studies were performed at single sites, whereas our study used a random sample of physicians from different geographic locations. Gaufberg et al. (2001) suggest that family practice and internal medicine have distinct perspectives, emphasizing different explanatory models of "disease"-family practice is grounded in a biopsychosocial framework whereas internal medicine is more pathophysiologically (biomedically and subspecialty) oriented (Gaufberg et al., 2001) . These conceptual differences are manifested in residency training as discussed above. Differences in training may also contribute to differing diagnostic practices and reactions to clinical uncertainty. The question is, do these suggested differences in the training and perspective of internists and family practitioners eventually manifest themselves in differences in diagnosis, clinical uncertainty, and processes of care relating to clinical management?
Conceptual Framework

Method
We conducted two factorial experiments using clinically authentic filmed vignettes. Study 1 was conducted from 2001 to 2002 whereas Study 2 was conducted from 2006 to 2007. Each filmed vignette presented exactly the same essential diagnostic signs and symptoms of CHD, including chest pain worsening with exertion, pain in the back between the shoulder blades, stress, and elevated blood pressure (Table 1) . This condition (CHD) was selected because (a) it is among the most common and costly problems presented by older patients to primary care providers (Cohen & Krauss, 2003) ; (b) it represents an example of a well-defined organic medical condition; (c) it triggers a wide range of diagnostic, therapeutic, and lifestyle actions; and (d) it is an extensively studied condition in which variations in diagnostic and treatment decisions have been repeatedly demonstrated. Our research methods have been reported elsewhere McKinlay et al., 2006) and are briefly summarized below. Gastrointestinal discomfort (e.g., feeling "full all the time," "gassy") Heartburn Indigestion not relieved with antacids Spouse says patient is not acting like herself/himself lately Mood changes: easily irritated, concerned Low energy level a. These additional symptoms were included to more accurately represent how actual patients present and were not intended to make the physicians' diagnostic task more difficult.
Experimental Stimuli (The Clinical Vignette)
One version of the vignette, varying by age (55 vs. 75 years), gender, race (Black vs. White), and SES (lower vs. higher, depicted by current or former employment as a janitor or school teacher) was shown to each of the physicians (n = 384) recruited as participants for the experiment. The script was developed from several tape-recorded role-playing sessions with experienced clinical advisors. Since consultants to our studies advised that real patients do not typically present as clear-cut textbook cases of specific conditions, several red herring symptoms were deliberately embedded, as they commonly occur in everyday practice. To this end, the patient also complained of indigestion, feeling worse after a large or spicy meal, having pain similar to heartburn but unresponsive to antacids, and feeling full and "gassy." This was done not to make the physicians' diagnostic task more difficult, but to ensure greater clinical authenticity. Professional actors were selected for their comparability in appearance and trained under experienced physician supervision to realistically and consistently portray a patient presenting with these signs/symptoms to a primary care provider.
Experimental Participants (Physicians)
To be eligible for selection, physicians had to: (a) be internists, family, or general practitioners with MD degrees (international medical graduates were included in the second study); (b) have ≤12 years clinical experience or ≥22 years experience to obtain clear separation between higher and lower levels of experience and so we could stratify physicians accordingly; and (c) be currently working in primary care more than halftime. The sampling frame was derived from lists of primary care physicians practicing in New York, New Jersey, Pennsylvania, and North and South Carolina and purchased from the Medical Marketing Survey (MMS) group, which manages the American Medical Association (AMA) Physicians Professional Data (Medical Marketing Survey, 2001) . The lists were stratified into four groups: less experienced males, less experienced females, more experienced males, and more experienced females. Physicians were then randomly sampled from these lists. Physician recruitment was random with regard to practice location, practice type, and the type of health care setting in which a provider worked. A letter of introduction was mailed to prospective participants and screening telephone calls were conducted to identify eligible physicians. An appointment was scheduled with each eligible participant for a one-on-one, structured interview, lasting 1 hour. A total of 384 interviews were conducted in Massachusetts (Study 1, n = 128) and North and South Carolina (Study 2, n = 256). The overall response rate was 38.5%. Physicians were drawn from throughout three states, with the 384 physicians practicing in more than 100 different cities. There were only eight cities with five or more participants: Boston, Newton, Brookline, and Lexington in Massachusetts; Charlotte, Durham, and Raleigh in North Carolina, and Charleston in South Carolina. Institutional review board approval for the studies was obtained and signed informed consents were collected from each participating physician.
Measures
Diagnosis and certainty. After viewing the filmed vignette, physicians were asked, "We recognize that you might be considering several possible diagnoses for this patient. Which do you think is the most likely condition?" and to list additional candidate diagnoses they were considering as part of their differential. For each diagnostic possibility, participants were asked to assign a number indicating their level of certainty on a scale of 0 to 100, with 0 indicating no certainty and 100 indicating complete certainty. They were also asked a series of structured interview questions regarding how they would treat the patient (i.e., additional information they would request, physical examinations they would perform, tests they would order, medications they would prescribe, lifestyle advice they would provide, and any referrals they might initiate).
These questions were open ended; responses were recorded verbatim and coded inhouse after the interview was completed. This coding was completed using a consensus model. A coding rubric was created based on the responses to a pilot study and through extensive consultation with two clinical colleagues.
Clinical management. Checking four major textbooks in primary care, two from internal medicine (Goroll, 2009; McPhee & Papadakis, 2009 ) and two from family practice (Rakel, 2007; Taylor, 2003) , we developed a list of diagnostic testing (ECG/ EKG, stress test) and treatment actions (prescription of nitrates, aspirin, beta blockers) recommended for a patient presenting with the signs and symptoms depicted in the vignette. Our textbook review, along with a review of current clinical guidelines and advice from our clinical consultants revealed no major differences in diagnostic testing or treatment actions recommended for a patient presenting with the signs and symptoms depicted in our vignette.
Covariates. Our physician participants also completed a self-administered survey pertaining to their backgrounds, features of their practice, time pressures, and perceptions of care.
Analytic Strategy
Analysis of variance was used to test the main effects and two-way interactions of the design variables (patient gender, race, age, and SES; physician gender and level of experience) and primary care specialty (family practitioner or internist) on the outcomes of interest (listed above). Because of the large number of comparisons, there are potential problems with multiple testing. Recognizing this issue, we used multivariate analysis of variance (MANOVA) on all outcomes to (a) evaluate the overall effect of the primary variable of interest, primary care specialty, (b) to allow us to simultaneously evaluate multiple outcomes, and (c) to evaluate any interactions between primary care specialty and the design variables. For ease of presentation, bivariate data analyses were conducted using t tests for continuous variables and chi-square or Fisher's exact test for categorical variables. All analyses were conducted using SAS 9.2 (Cary, NC).
Results
There were 192 self-defined family practitioners (50.0%) and 175 internists (45.6%) in our sample of 384 PCPs. General practitioners (n = 17, 4.4%) were removed from the following analyses. Internists were similar to family practitioners in gender (Table 2) . Internists were slightly more experienced (56.0% had ≥22 years experience) than family practitioners (42.7% had ≥22 years experience, p = .01). Internists were more likely to be practicing in a large group primary care practice (13.7% vs. 4.7% of family practitioners, p =.003). We did not expect patient characteristics to vary by physician specialty since vignettes were randomly assigned to physicians within a gender/experience strata (race, p = .65; gender, p = .22; SES, p = .96; age, p = .38).
Diagnosis and certainty:
Physicians were asked to list potential diagnoses as part of a differential. CHD, gastrointestinal (GI) illness, and mental health diagnoses were by far the most common diagnoses considered. Nearly all internists and family practitioners included CHD and GI illness in their list of possible diagnoses (97%, Figure 1 ), but internists were more certain about a CHD diagnosis (60.9 on a scale of 0-100 with 100 being the most certain) than family practitioners (53.7, p = .005). Family practitioners were more likely to diagnose a mental health issue (80.2%) than internists (65.7%, p = .002) and were more certain about this diagnosis (44.7 vs. 37.2, p = .03). We further ranked diagnoses by physician certainty. Internists were more likely to rank a CHD diagnosis as their most certain diagnosis than family practitioners (55.4% vs. 38.5%, respectively, p = .001). Family practitioners were twice as likely to rank a mental health diagnosis as their most certain diagnosis (24.5% vs. 12.0%, p = .001). Test ordering: Internists were more likely to order a stress test (68.0% vs. 46.9%, p < .001). Prescribing: Internists were more likely to prescribe beta blockers (28.6% vs.
17.2%, p = .03) and slightly more likely to prescribe a nitrate (45.1% vs. 35.4%, p = .06). Both physician groups were equally likely to recommend aspirin therapy (40%). Question asking: Family practitioners asked significantly more questions (11.6 questions on average) than internists (8.5, p < .001), and were slightly more likely to ask questions about smoking (68.8% vs. 59.4%). Internists were slightly more likely to ask questions about pain and triggers (54.9 vs. 45.3%, p = .07). Advice: Family practitioners gave significantly more lifestyle advice (4.2 pieces of advice on average) than internists (3.1, p = .003) including advice about alcohol (25.5% vs. 14.9%, p = .04). Follow-up: There were no differences in time to next appointment between the two physician groups (both would want to see the patient again in 9-10 days). The MANOVA showed a significant overall difference between internists and family practitioners in the way they would "manage" the patient (p < .0001).
Internists report having significantly greater time to spend with patients for a variety of visit types, including new patient appointments (35.6 vs. 27.1 minutes for family practitioners, p < .001), routine visits (19.2 vs. 16.2 minutes, p < .001), and complete physical exams (36.1 vs. 32.0 minutes, p = .003). Internists report that they need more time for patient visits as well: new patient appointments (42.1 vs. 33.4 minutes, p < .001), routine visits (20.9 vs. 18.2 minutes, p = .002), and complete physical exam (41.7 vs. 38.2 minutes, p = .02, Figure 2 ). MANOVA showed a significant overall difference between internists and family practitioners in terms of time needed and allocated for these visit types (p < .0001).
Finally, there was a significant difference between family practitioners and internists in their opinion about the ideal balance between the physician versus patient as the decision maker on a scale from 0 to 10, with 0 meaning physicians should make all the decisions and 10 meaning patients should make all the decisions. Family practitioners believed that patients should have greater involvement in decision making (4.2 out of 10) than internists (3.5 out of 10, p = .01, Figure 3) .
Unlike previous studies, we found no interaction between patient age and physician specialty (Cherkin et al., 1987) . Results were closely compared for measurement 
Discussion
This article explores differences between internists and family practitioners within the medical specialty of primary care, in the diagnosis and management of CHD. All 384 PCPs sampled for our study viewed the same clinically authentic "patient" presenting with signs and symptoms suggestive of CHD. Importantly, both internists and family practitioners listed the correct diagnosis of CHD somewhere in their list of differential diagnoses (97% for both internists and family practitioners). However, the general internists expressed significantly greater certainty for the diagnosis and also reported being more likely to test for and treat CHD. Family practitioners included CHD in their differential diagnosis but were significantly more likely to rank a psychosocial cause above CHD, express more certainty with that formulation, and recommend psychosocial and behavioral interventions. These findings are consistent with those from other studies (Cherkin et al., 1987; Noren et al., 1980; Smith & McWhinney, 1975) and are likely driven by the differing levels of certainty on the primary diagnosis of CHD (Lutfey, Link, Grant, Marceau, & McKinlay, 2009 ).
Based on these results, we identify three sets of research implications. First, differing levels of diagnostic certainty have important implications for subsequent confirmatory actions and costs (test ordering) and medical education programs. Second, as many physicians clearly identified a potential CHD diagnosis and yet testing for a CHD diagnosis (stress test) was low, it is clear that diagnostic approaches in the face of clinical uncertainty played a role in this study. Since diagnostic approaches between internists and family practitioners vary, these differences are discussed. Third, differences manifested in this study are discussed in light of the training and socialization to a disease model in residency training.
Diagnostic Certainty
There is increasing interest in understanding the sources of physician certainty/uncertainty and its consequences for health care costs and the quality of care (Groopman, 2007) . Work in medical decision making that suggests physicians must cross "certainty thresholds" before taking clinical action and indicates that clinical certainty is more important than simply identifying a diagnosis (Pauker & Kassirer, 1980) . Diagnostic certainty appears to have an independent influence on subsequent clinical actions in CHD, such as stress testing and prescription of beta blockers ). Therefore, merely identifying a CHD diagnosis within a full differential diagnosis is necessary but is not necessarily sufficient to trigger clinical actions. Low levels of diagnostic certainty for CHD may, at least in part, explain low levels of stress testing and the recommendation of beta blockers. To overcome the problem of clinical inertia, future educational strategies may encourage physicians to be more proactive, even if their certainty is low, at least for potentially life-threatening conditions such as CHD.
Family practitioners demonstrated a higher level of certainty for a mental health diagnosis than internists. Reduced certainty regarding the presenting problem (CHD) may encourage family practitioners to consider and be more certain of alternative diagnoses (e.g., mental illness), which distracts them from the problem at hand. Considering a mental health diagnosis with a high degree of certainty has been shown to jeopardize CHD certainty and therefore CHD treatment , the common and nonspecific nature of many symptoms associated with mental illnesses may make them a safe diagnostic haven in the face of uncertainty.
Diagnostic Strategies
Literature has begun to focus on physicians' diagnostic information processing as an important source of variation in clinical decision making. Diagnostic processes have been described as analytical or intuitive (Croskerry, 2009a) . Two popular analytic methods are the "Bayesian reasoning" approach and the "exhaustion strategy" (Croskerry, 2009a) . Under the Bayesian approach, epidemiologic prevalence data are used to inform clinical decision making and the diagnostic strategy is often hierarchical in nature (ruling out one diagnosis at a time starting with the most probable, or most certain, diagnosis; Croskerry, 2009b; Maserejian, Lutfey, & McKinlay, 2009 ). Under the exhaustive approach, all potentially relevant diagnostic data are collected and diagnoses are treated laterally (collecting data on and treating all potential diagnoses in an equal fashion). Each of these approaches has potential pitfalls, which may explain some of the results seen in this study.
The hierarchical Bayesian method opens physicians to the single most prevalent cause of diagnostic error coined "satisfaction of search" (Groopman, 2007) or "premature closure" (Berner & Graber, 2008) . This cognitive error is described as the tendency to stop searching and testing for a diagnosis once a diagnosis is assigned with a high probability/certainty (Groopman, 2007) . Our previous work has shown that when physicians seriously entertain a mental-health diagnosis, as family practitioners in this study were more likely to do, it is less likely that a patient will receive a CHD diagnosis with enough certainty to trigger clinical testing and treatment. A mental-health diagnosis, which was disproportionately given to female patients, may be one example of "satisfaction of search" ). As no definite testing strategies are available for ruling out mental-health disorders, this may lead to premature closure, or in a hierarchical Bayesian diagnostic methodology, a failure to move to the next most likely condition. These diagnostic strategies have important implications for the costs and quality of health care. The exhaustive approach known has obvious implications for the ever-rising costs of health care, while the Bayesian approach has been shown to amplify existing health disparities (Maserejian et al., 2009) .
We propose a third diagnostic strategy, less commonly used in primary care, may have been the correct diagnostic strategy to employ in this situation. The "rule out worst-case scenario" (ROWS) strategy is commonly used in inpatient and emergency settings (Croskerry, 2002) . This strategy is hierarchical in nature, much like the Bayesian strategy, but rather than considering and eliminating diagnoses ranked by certainty, diagnoses are considered by risk or impact. Unlike a Bayesian approach that deals with the most probable illness first, the most life-threatening condition is dealt with first (in this case CHD).
Theoretical Framework: The Impact of PCP Training
There are often overlooked differences between the residency training for general internists versus family practitioners. Internal medicine residents typically spend more time in inpatient settings whereas family medicine residents spend more time in outpatient settings (Cherkin et al., 1987; The Accreditation Council for Graduate Medical Education, 2009 ). With respect to the observed differences in CHD certainty and CHD-related testing, internists may be more exposed to CHD patients and to the ROWS diagnostic strategy while family practitioners might have somewhat less experience with CHD patients.
With regard to the observed differences in mental health certainty, question asking, and lifestyle advice, differences between training emphases may help to explain these differences. Family medicine programs devote significantly greater time to psychosocial issues (Gaufberg et al., 2001) . Family medicine's psychosocial emphasis might be contributing to the compromised certainty of CHD noted in this study. Previous studies have noted that when physicians identify mental health conditions among their diagnostic possibilities, it becomes more difficult for the physician to successfully route back to a CHD diagnosis with sufficient certainty to trigger diagnostic testing (e.g., a stress test) and treatment (e.g., prescribing beta blockers; . Conversely, physicians too narrowly focused on the pathophysiologic might miss important psychosocial contributions.
A likely explanation for the diagnostic and management differences we observe may be the fundamentally different explanatory models of illness employed during the training of internists and family practitioners. Internists appear to have an intellectual tradition of viewing illness as the manifestation of pathophysiologic phenonema. Proper diagnosis requires detailed elicitation and analysis of symptoms, signs, and laboratory tests to deduce the underlying pathophysiology, which in turn informs accurate diagnosis and treatment. Family medicine's emphasis on the biopsychosocial model of illness gives precedence to life stresses and psychological and behavioral factors (Taylor, 2003) .
In a field as broad as primary care, concentrating too heavily on one explanatory model might compromise diagnosis. Too narrow a focus for PCPs puts them at risk for premature closure, and too broad a focus increases unnecessary testing, thereby contributing to ever-increasing health care costs.
Strengths and Limitations
The research described here has both strengths and limitations. Concerning its strengths, rather than studying PCPs conveniently available from, say, a large hospital or medical center, we obtained a large sample of physicians working in different practice settings from different geographic areas. All 367 physicians (175 internists and 192 family practitioners) encountered exactly the same "patient." Furthermore, by randomly assigning physicians to a specific combination of patient characteristics in a given vignette, we move beyond the limitations of previous studies comparing physician specialty within primary care that were limited by the inherent differences in the patient populations seen by internists and family practitioners. (Kravitz et al., 1992) .
Research on physician decision making tends to focus on prescribing and testordering behavior. The present study includes a much broader range of processes of care (e.g., time required and allocated, question asking, counseling, referrals, and likely follow-up) in addition to variability in diagnosis and certainty. The use of clinically authentic filmed vignettes is a distinct improvement over written scenarios or standardized patients. Unlike written scenarios, filmed vignettes permit important nonverbal cues (e.g., obesity, age, gender, race, and the "Levine fist") to be inserted without drawing special attention to them. A critical benefit of vignettes is that they allow for the manipulation of these key variables at once and the measurement of unconfounded effects (Veloski, Tai, Evans, & Nash, 2005) . Furthermore, vignettebased studies allow for the collection of a large amount of information simultaneously from a large number of subjects, make efficient use of time, and are cost-effective, while also avoiding observer effects and ethical challenges commonly associated with standardized patients (McDaniel et al., 2007; Veloski et al., 2005) . While there was understandable resistance to the use of filmed scenarios when they were first introduced, they have been shown in many studies to produce results that are both valid and useful (Dresselhaus, Peabody, Lee, Wang, & Luck, 2000; Peabody & Liu, 2007; Peabody, Luck, Glassman, Dresselhaus, & Lee, 2000) . They have become part of the standard armamentarium in health services research, medical education, and accreditation programs.
With respect to limitations, despite significant efforts to recruit physicians, the response rate achieved was modest (38.5%). There is a well-recognized secular decline in response rates for physician surveys. With the corporatization of primary care doctoring, tight scheduling of patients, pay tied to throughput and performance, organizational discouragement of surveys and staff instructed to protect a physicians time, random sample surveys of physicians are likely to become cost prohibitive.
We introduced five precautionary steps in an attempt to protect external validity: (a) use of a random sample (which enhances generalizability), (b) the use of clinically active providers to generate clinically authentic scenarios (enhancing content validity), (c) conducting all interviews in the practice office usually sandwiched between the physician's own patients, (d) insertion of questions concerning the typicality of the clinical scenarios (90% of physicians reported the scenarios were typical or very typical of their patients), and (e) explicitly instructing the participants to view the patient as one of their own patients.
Conclusions
To avoid some limitations of observational methods, we conducted an experiment to identify differences between internists and family practitioners in decision making and processes of care when encountering exactly the same "patient" with signs and symptoms suggestive of CHD. Internists were significantly more likely to rank CHD first among possible diagnoses and were more likely to order a stress test and prescribe medications while family practitioners were more likely to rank mental illness first and attached more certainty to it. There were significant differences between the two groups in important processes of care. It is likely that these differences result from contrasting models of disease employed during the training of internists and family practitioners (biophysiologic vs. psychosocial, respectively). Differences between medical specialties in the diagnosis and management of disease have been reported, but little attention has been given to possible differences within the specialty that encounters the majority of patients in the U.S. primary care. As the first point of contact for most patients and the gateway to the medical care system, primary care physicians crucially affect the course of disease and patient outcomes. Identifying and explaining differences between such physicians can contribute further understanding to the origins of health care variations and health disparities.
